MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

_8_.Pilm.ry Regiatration District No. .1_%3 Rogi

08

=63~013175 |

STATE FILE NUMBER

Registration District No. ________ ar's No.
DO NOT WRITE
ON THIS STUB AMENDED - -
- + 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Resldence before
. . COUNTY  — . .
v5 300 9.1 0. CO a. STATE IllanlB b, COUNTY St. Clalr admission)
Rev. 4/59 % b. CITY (If outside corporate Llimits, give TOWNSHIP only) Length of stay In 1b. <. C(I)TY Tnside Limits
(778 +
= TowN  St,. Louis 5 weeks oW Dupo Yo I No D
1 << <. FULL NAME OF {{f NOT in hospital, give location} Inside Limits d. STREET (If cutside, give location) Feside on Ferm
_ HOSPITAL CR ADDRESS
21200 1| 7TIS instiution.  St, John's val NeD 113 N. 4th, Street ——
3 I 3. #AME OF DE)CEASED Firet Middle Lost 4. 'DS":IE ‘Month Day Year
pe or print’
_— yeesre JENELL DAVIS pEAH March 29, 1963
4 Z 5, SEX 6. COLOR CR RACE 7. Married DI Never Mamried [J (8. DATE'OF BIRTH | ¥ AGE:{last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
5 ] Female White Widowed [] Diverced O ICarg 10, 1915| 47 Months | Deys | Hours | Min.
- T0a. USUAL GCCUPATION (Giva kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE [Clty and state or country) | 12. CITIZEN OF WHAT COUNTRY
b6 “during of workmg Lifp, ¢ven if retired) . . - s
2 "SI E R e Own Home Pinckneyville, lllinois{ USA
7 , Q 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND .OR WIFE
= -
Q James RAINEY Jane JONES Orval DAVIS
8 9 v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 117. INFORMANT Address
9 : {Yes, no, or unknown) [ (If yes, gl_ve_v:ar-o: clntel -of servi Or Va]. DaVIB 1 1 3 N 3 i D m
o - 16. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
10 < z PART |. DEATH WAS CAUSED BY: : - ONSET AND DEATH
e I 5 g IMMEDIATE CAUSE {a) \<QMOL_,Q LO&M :
1 Sla I ‘ Y? g - .
2T A || a Conditions, If any,]  DUE-TO [b) % ¥.. den ( opne ph AL * 5,
_7&0) 5 which gave rise to M \ #
|2 aiating the under: 7 P
— stat u!
3 = hﬂng“g cause [ast. BUE TO {c}
g z PART I1. OTHER SIGNIFICANT CONDITIONS CON’TRIBU‘I’iNG TO DEATH but not related to the terminal PART ‘lIt. tf decessed wes femazls was
7% f__) disease condition given in PART | (s} there & pregnancy in _Iut 90 cays.
g a . R _ . r[:] Yer Ne O Unknown
< £ | 7% WAS AUTOPSY | 0. ACCIDENT _ SUICIDE  HOMICIDE Z0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART tl of item 18.}
1B §| - percoRmED? m] [} a ) - )
z N -
z |2 X | HCTIME OF  Four  Monthy.Day, Yer
w g 5 - INJURY ;m . < -
Z | * 20d. INJURY OCCURRED 0. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o «~{ % WHILE AT WORK lg farm, factory, strast, offica bldg., efic.)
5 al =l = NOT WHILE AT WORK
5 o E é : - 21. 1, attended the deceased ﬁm_j%ﬂlzm mMm last saw L—"ﬂlin uﬂ—mgqf 963
g [a] o B R Eellh occurred st ‘ 11 m on the dats stated.sbove, and to the bast of my knowlsdge; from the causes stated.
A . = 1
v a w {Degres or _tile) ADORESS Zoc. DATE SIGNED
S B8 ||p 595 Ottty S el
s -
= S Car— . |3R2004 Al S LFhp 2K
pd AL, CREMATION, 23c. NAME_ OF CEMETERY OR CREMATORY “Z3d. LOC (City, roﬂm. of county) (Stata)
3 o " REMOVAL (Specify) ix- " xys : :
g = Remov ( Miller Hill Cemetery f neyville, Illinois
5 E 24. FUNERAL DIRECTOR \J ADDRESS Dﬁsﬂﬁn. iv LOCAL REG. 24‘-1£G| R'S SYSNATU 4;‘/%
> 7 . .
= @ Harold A, Dashner Dupo, Illinois 1963 A




" iwith the above constitutes’ grounds for revocation. of llcense)

. STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body, whose namé is récorded on the reverse side of this certificate was embalmed by me,

~

or by : Student Embalmer No.

working under my personal supervision.

Student

Signature of Srughnl Eq-nbalm_er

4621

ticensed Embaimer No.

P P 0..*'Address Dupo, Illinois
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure. to comply

If embalmed by a STUDENT "he also shall sign_in his OWN handwrmng

i -4 If this body is not ‘embalmed,. fac): shouk:hbe so.stated above.

. I.;:zi



